etanercept (2), golimumab (2), rituximab (2), abatacept (3), anakinra (1) and daclizumab (1). TCZ administration schedule was 8 mg/kg/4 weeks iv. (n=23), every 2 weeks (1) and subcutaneously 162 mg/2 weeks (1). TCZ was used in monotherapy (13) or combined with conventional immunosuppressive drugs (12). Most of intraocular inflammation parameters showed a rapid improvement after TCZ onset (Table) , with corticosteroid-sparing effect (15.9±13.6 to 8.5±5.17 mg; p=0.001). Remission was achieved in 8 patients and improvement in 17. After one month of therapy, no side effects were observed. Conclusions: TCZ seems a rapid effective treatment in refractory uveitic CME. Background: Intraocular inflammation is one of the leading causes of visual impairment and blindness. Early and appropiate treatment is mandatory for avoiding complications. Objectives: To describe the treatments prescribed in a cohort of patients with uveitis in a referral multidisciplinary unit from northern Spain.
Methods: Retrospective analysis of clinical records of patients evaluated in the Uveitis Multidisciplinary Unit of the Complejo Hospitalario of Navarra since January 2010 until March 2015. We analyzed the demographic characteristics and treatments received in the following 3 months after first visit. Results: We identified 500 patients, 50% women with a mean age of 47.9 +/-16.4 years. The most frequent type of uveitis was anterior uveitis (65,4%), followed by posterior uveitis (17,6%), panuveitis (15,2%), and intermediate uveitis (1,8%) . Considering the etiology, 31.2% were unclassifiable, followed by non-infectious systemic disease in 29.2%.During the 3-month follow-up, 904 treatments were prescribed. The most frequent treatment was ocular topical (39%), followed by immunosuppressive treatment (27%), antimicrobial (14%), other treatments (10%) and less biological (3%), surgical (3%) and finally periocular (2%) and intravitreal (2%) treatment.Topical ocular treatment: 350 patients received topical ocular treatment, which accounts for 70% of patients. Among topical ocular treatments, 15% of the samples were treated with topical steroids, 54% were topical steroids associated with another topical treatment, 2% were topical antiglaucomatous, 2% received other topical treatments and 27% of the sample did not receive topical treatment.Immunosuppressive treatment: 249 immunosuppressive treatments were prescribed. 50% of the patients received immunosuppressive treatment. Among the immunosuppressive treatments, 25% of the patients received oral steroids, 6% salazopyrine, 4% methotrexate, 5% azathioprine, 2% mycophenolate mofetil, 5% oral steroids associated with another immunosuppressant, 15% salazopyrine associated with another immunosuppressant, 1% other immunosuppressive treatment and 49% of patients did not receive any immunosuppressive treatment.Biological Treatments: 25 patients in the cohort received biological treatment, this represents 5% of patients. The biological treatment types were distributed as follows: 3% of the patients received adalimumab treatment, 1% received infliximab, 1% received other biological treatments, and 95% of the patients did not receive biological treatments.The number of treatments received per patient was analyzed and 50 patients (10%) received no treatment, 152 patients (30%) received 1 treatment, 189 patients (38%) received 2 treatments, 75 patients (15%) Had received 3 treatments, 23 patients (5%) had received 4 treatments, 9 patients (2%) had received 5 treatments and lastly 2 patients had received 6 treatments.
Conclusions:
The majority of patients received the combination of two treatments. Topical steroids and oral steroids were the most frequent treatments used. Background: Idiopathic Recurrent Pericarditis can be challenging to treat in patients unresponsive to NSAIDs, aspirin, colchicine and immunosuppressive drugs. Patients become steroid dependent and tapering precipitates recurrences. Objectives: Report 2 adult cases of idiopathic recurrent pericarditis treated successfully with Anakinra. Methods: Chart review of 2 patients with idiopathic recurrent pericarditis treated with anakinra at the Keck Medical Center of USC. Literature review on treatment of idiopathic recurrent pericarditis with anakinra. Results: Case 1: 60-year-old Caucasian male had five episodes of idiopathic pericarditis in 2011. Serologic workup including ANA, anti-dsDNA, malignant and infectious workup was negative. Initially, patient responded to prednisone 0.4 mg/kg/day. Adding colchicine, azathioprine and methotrexate failed to prevent recurrence. Pericarditis developed whenever prednisone was tapered below 20 mg/day with bursts of CRP to 78 mg/dl. In 2012, Anakinra 100 mg sq daily resulted in immediate clinical response and normalization of CRP (1mg/dl). Prednisone and methotrexate were tapered with no recurrence. Gradually Anakinra was tapered to 3 times/week, then once a week, with no recurrence. Case 2: 37-yearold African American male had four episodes of recurrent pericarditis. He had positive ANA 1:320, but negative anti-dsDNA, anti-smith, negative infectious and malignancy workup. Initially, patient responded to prednisone 0.6 mg/kg/day and colchicine. Tapering steroids below 40 mg/day resulted in recurrent pericarditis. Sequential addition of hydroxychloroquine, methotrexate, mycophenolate mofetil, and azathioprine failed to prevent recurrence. Anakinra 100 mg sq daily resulted in prompt resolution of symptoms, normalization of acute phase reactants and allowed successful tapering of steroids. Anakinra is being slowly tapered over the past year, with no recurrence. Conclusions: Idiopathic recurrent pericarditis, which requires chronic corticosteroids, should be treated by adding another immunosuppressive agent. European Society of Cardiology guidelines recommend azathioprine, cyclophosphamide, methotrexate, hydroxychloroquine, cyclosporine or mycophenolate mofetil. Anakinra has demonstrated success in treating autoinflammatory and autoimmune diseases including FMF, TNF receptor associated periodic syndrome, rheumatoid arthritis and in patients with TRAPS mutation TNFRSF1A. This represented the possibility to decrease inflammation by blocking interleukin-1. Using this rationale we treated our patients. Picco et al reported three pediatric cases treated with anakinra, where its discontinuation resulted in recurrence.
Vassilopoulos et al reported three adult cases, where two were not treated with immunosuppressive drugs before anakinra and one had recurrence after anakinra was tapered. The Double Blind Placebo Controlled Clinical Trial AIRTRIP, shows efficacy of anakinra in treating 11 patients with recurrent pericarditis over 14 months. It is unclear from this study if anakinra should be tapered or not. We suggest that once steroids and immunosuppressive drugs have been discontinued, anakinra should be gradually tapered over months, to avoid relapse. These experiences warrant further long term controlled trials in order to determine the efficacy and appropriate treatment regimen of anakinra for recurrent pericarditis. 
Results:
Median age at diagnosis was 36.0±12.8 years old. Oral ulcers were the most common manifestation (98.2%), followed by genital ulcers (62.4%), ocular involvements (53.2%), erythema nodosum (53.2%), acneiform lesions (51.8%), arthritis (38.6%), gastrointestinal manifestations (25.1%), neurogenic diseases (9.0%), and vascular involvements (8.1%). The relationship of HLA and disease manifestations was studied in 123 patients (41.5% with HLA-B51 and 24.1% with HLA-A26). The frequency of acneiform lesions, ocular involvements and HLA-B51 was significantly higher in male, while genital ulcers and arthritis were significantly higher in female. Patients with ocular involvements showed a higher assosiation rate with neurogenic diseases and HLA-B51, and lower wih gastrointestinal manifestations. TNFα inhibitor (infliximab or adalimumab) were used for 66 cases (30%), and it could be continued for 1 year in 91%, and for 2 years in 83%. 
